clinic for the management of pain which could not be controlled by radiotherapy, surgical excision or non-narcotic analgesics.
This paper reports the experiences of the pain clinic, of which the author is a member, in the care of these patients.
DISTRIBUTION OF PAIN
Pain from carcinoma of the tongue and floor of the mouth may be confined to the site of the lesion or present as a shooting, sporadic, neuralgic pain deep inside the ear. Both types of pain commonly coexist and are aggravatefl by the associated trismus, difficulty in swallowing and speaking, extensive facial swelling, foul breath, anorexia and malnutrition.
Metastatic cervical glands or post-operative neuromata can produce a constant or a triggered pain into and behind the ear, round the angle of the jaw and neck, and into the shoulder. After cervical block dissection the whole neck may be stiff with a diffuse dragging pain, rigidity, and tenderness of the cervical spine.
CLINICAL PRESENTATION
This pain may be well defined anatomically and involve the cervical plexus in whole or in part, the trigeminal, facial, glossopharyngeal and vagus nerves. Alternatively, it may be poorly localized, and the patient will be more concerned by the presence of overt disease (enlarged glands, draining sinuses, fungating lesions, etc.), the obvious deformation and discoloration produced by surgery and radiotherapy, and difficulties with swallowing, speaking and feeding. This latter presentation implies a considerable psychogenic content of the organically based pain so that assessment may be difficult. This is particularly so in the face of persistent complaints of discomfort or pain after a technically successful sensory nerve destruction.
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TREATMENT
Treatment should be in two directions: the general care of the patient and the local care of the disease and the affected sensory nerves.
General Care
This requires, in the first instance, the use of some modified psychotherapy through an expression of personal interest and reassurance to both the patient and his family. Furthermore, social, domestic and financial assistance is often necessary, as these patients who are in pain and acutely embarrassed by their disfigurement may leave their jobs and withdraw from society long before their disease has become terminal. Failure to recognize this need will surely nullify attempts to relieve pain and reduce discomfort.
\\There endogenous depression can be recognized as a contributing factor, as it so often is (Woodforde et al. 1965) , it should be energetically treated with Amitryptylline or Imipramine 10-25 mg, three to four times per day. There may be some associated anxiety and agitation which is best treated by Diazepam (Yalium) 5 mg, two to four times per da~·. Barbiturates and the phenothiazine drugs (e.g. chlorpromazine) tend to aggravate depression and antagonize the analgesic drugs. They should be reserved for night sedation or the terminal situation where the patient is bedridden and best kept totally unaware of his environment.
General care also requires that an orderl.\" regime of simple, non-narcotic analgesics be planned for present and future requirements. This is usuallv necessary even after successful sensory denervation in' order to control any residual discomfort, mild pain or paraesthesia from areas within or without the denervated field. Furthermore, many patients will have become dependent on some form of analgesic drug therapy prior to the nerve block and must be weaned gradually.
Sensory nerve division or destruction may have been impossible for various reasons in advanced cases or may have failed to relieve pain which is widespread. Recourse then has to be taken to the narcotics for relief. Codeine phosphate 30 mg or Pentazocine 25-50 mg three or four times per day is effective in most cases and rarely have frequent morphine or pethidine injections been necessary.
Local Care and Sensory fIT erve Destruction
Sensory nerve destruction is indicated when the pain has a distinct anatomical distribution and is preferably unilateral. This destruction may be achieved by surgical division or chemical neurolysis with alcohol or phenol. In general, the choice will depend on :
(1) The prognosis. The better the prognosis, the stronger is the indication for surgery because its effects are more likely to be permanent.
(2) Surgical feasibility. Safe neurosurgical practice, at present, would permit only posterior rhizotomy of the cervical plexus, or division (intracranially or otherwise) of the branches of the trigeminal nerve.
Other procedures are rather hazardous. Surgical feasibility is also often affected by local spread of the cancer to the base of the skull and cervical spine. (:.~) The distribution of the pain. As more sensorv nerves become involved, the indications for the simple nerve block outweigh those for the more complex nemosurgical procedures. For example, otalgia may involve the sensory components of the cervical plexus and the trigeminal, facial, glossopharyngeal and vagus nerves and is best treated by nerve block. (4) The patient's general physical state.
These patients are often elderly, frail, and generally in such poor health that the relatively minor nerve block procedure has more appeal as a rational pvJliative procedure than the more major surgical division.
RESULTS
Although over 1,100 patients have been seen at the pain clinic since 1962, only 52 (or 4'7%) have been referred with the pain due to carcinoma of the tongue or floor of the mouth. In all cases treatment has involved chemical destruction (with absolute alcohol) of the appropriate sensory nerves, supported by psychotherapy, simple analgesics and antidepressants or tranquillizers.
The nerve blocks used to cor,trol the pain and the number of times they were repeated are summarized in Table 1 .
The patients are routinely followed up at the clinic after treatment. If they are relieved they are referred back to the radiotherapy department or their local doctor for subsequent care, with instruction that if the pain recurs they are to return. If they are not relieved, the block is repeated unless the local extension of the disease around the base of the skull makes the chance of an effective block fairly slim.
In this situation, or after repeated failures, Pentazocine 25-50 mg or Physeptone 5-10 mg four to six hourly is prescribed in increasing doses or combined with morphine or pethidine injections until adequate pain relief is achieved. Kuzucu et al. (1966) , McEwen et al. (1965) and Swerdlow (1967) have reported good to complete relief of pain in various forms of cancer in 55-58% of patients and slight to moderate relief in a further 10-26%. Results in this group of 52 patients with carcinoma of the tongue and floor of the mouth followed the same pattern. In appIOximately 80% of these patients the alcohol nerve block undoubtedly contributed significantly to their welfare, while the remaining 20% required potent analgesics for pain control.
Failure to relieve pain may be due to technical faults, distortion of the local anatomy by disease or poor initial assessment of the patients' priorities.
Simple technical failure should be rare because the nerve block procedures and intrathecal alcohol injections are quite standard and have been well described by Bonica (1953) and others.
It is true, however, that alcohol diffuses poorly in tissue planes, so that, if the block is to be successful, a high degree of accuracy is required in placing thE needle. For the same reason larger volumes of alcohol (4-8 ml) are required for an effective block than would be expected if local analgesic solutions are used.
Errors in assessment can be greatly reduced by joint consultation with a psychiatrist at the original interview. He will also help to choose an appropriate drug combination to support the patient in the months or years ahead. CONCLUSION The experience gained in the management of intractable pain from carcinoma of the tongue and the floor of the mouth in 52 patients is presented. The problem usually arises from failure to control the disease locally or in the adjoining lymph glands. Acceptable control of pain can be achieved by chemical sensory denervation of the affected area supported by appropriate drug therapy and personal care and interest.
